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Objective: To evaluate methodological outcomes and cost-effectiveness of seven survey modes, using a	study	of	
general	public	views	towards	pharmacy	public	health	services.	
Methods:	A	cross-sectional	survey	was	conducted	in	North	West	England	among	people	aged	≥	18	years,	using	
two	 approaches.	 Three	 interviewer-assisted	 modes	 were	 street,	 door-to-door	 and	 telephone.	 Four	 self-





Key	 findings:	 Response	 rate	 varied	 between	 5.1%	 (postal-business)	 and	 34.5%	 (street).	 Respondent	 age,	




















explored	 the	 impact	 of	 mixed-modes	 on	 survey	 findings	 and/or	 assessed	 costs	 associated	 with	 different	
approaches.	Three	Australian	studies	were	found; two	looking	at	a	follow-up	strategy,	obtained	contradictory	









survey,	 if	 the	 findings	 are	 to	 be	 used	 to	make	 recommendations	 about	 services,	 it	 is	 essential	 to	maximise	
response	rates	and	to	ensure	the	diversity	and	relevance	of	the	population	reached	by	the	survey.	The	study	
focused	on	seven	pharmacy	public	health	services	relating	to	cardiovascular	disease,	the	leading	public	health	





































One hundred streets containing at least 10 houses each were randomly selected from the postcode address file 
(PAF) for the area. Initially, all addresses in the PAF were assigned individual identification numbers, then 
Random.org was used to generate 20 random numbers which were used to select the postcode. For example, if 
the postcode  ‘L22 5PQ’ was chosen, all streets located within the area ‘L22 5’ were included and five streets 
from each area were then randomly selected as target streets for conducting the door-to-door survey. 
Researchers visited each household on each of the selected streets, requesting one occupant of the household 













All	addresses	 in	 the	PAF	were	assigned	 individual	 identification	numbers.	Random.org	was	used	 to	generate	
random	numbers	which	were	then	used	to	select	addresses.	Five	hundred	households	received	postal	surveys	
using	 double-mailing.	 Survey	 pack	 distribution	 was	 followed	 by	 a	 postcard	 reminder	 one	 week	 later.	 Non-
respondents	were	then	sent	a	second	survey	pack	and	reminder	in	the	following	month.		A	further	500	randomly	







asking	whether	 the	business	managers	would	be	willing	 to	pass	 the	survey	packs	on	 to	 their	 colleagues	and	
employees.	If	they	agreed	to	do	so,	the	researcher	then	contacted	them	to	arrange	delivery	of	survey	packs.	For	
the	second,	drop-off,	the	researcher	visited	in	person	and	dropped-off	questionnaires,	plus	freepost	envelope,	











Response	 rates	were	 calculated	by	using	 the	number	of	 completed	questionnaires	 divided	by	 approachable	
participants	(defined	as	any	person	who	was	contacted	to	complete	the	survey	face-to-face,	on	the	doorstep	or	




Demographic	 variables	 included	 were:	 gender,	 age,	 ethnicity,	 educational	 background,	 working	 status,	
socioeconomic	status	(SES)	and	deprivation	level	(measure	of	the	socioeconomic	deprivation	experienced	by	a	
neighborhood).		To	assign	SES	to	respondents,	they	were	asked	about	occupations.	These	were	then	classed	into	
three	 categories;	 high	 (managerial/professional	 occupations),	 middle	 (skilled	 manual/administrative	
occupations)	and	 low	(un-skilled/manual	occupations).19	Respondents	were	asked	for	a	postcode,	which	was	
then	used	to	assign	a	deprivation	score	to	respondents,	based	on	that	assigned	to	the	postcode	area	as	reported	
by	 the	 local	 council.20	 Deprivation	was	 classified	 into	 three	 levels;	most,	moderate	 and	 least	 deprived.	 The	

















































During January to October 2011, using all modes, approaches were made to 4,988 potential participants. Of 
these, 3,596 were available and willing to be approached and 908 completed the questionnaires. (Table 2) The 
street survey had the highest response rate with about one third (34.5%) of approachable participants agreeing to 
take part, followed by door-to-door, telephone and drop-off respectively. The door-to-door survey encountered a 
high rate of unoccupied homes and refusals (54.9%). The double-, single-mailing and postal-business obtained a 
poor response rate, totalling approximately 20% response from deliverable postal surveys.  
 
Demographic	characteristics	











modes	 obtained	 low	 proportions	 of	 respondents	 (0.5-18.8%)	 who	 had	 experienced	 individual	 services.	
Significantly	more	street	and	double-mailing	survey	respondents	(26.5%	and	28.6%)	had	experienced	at	least	
one	 health	 advisory	 service,	while	 participants	 using	 other	 survey	modes	 reported	 lower	 levels	 of	 use	 (8.9-
19.6%).	In	contrast,	the	proportion	of	respondents	who	had	experienced	health	check	services	was	similar	across	
























the	 single	 mailing	 is	 presented	 in	 a	 cost-effectiveness	 plane.	 (Figure	 1)	 The	 double-mailing	 survey	 and	 all	
interviewer-assisted	approaches	fell	into	Quadrant	B,	as	while	all	obtained	a	higher	response	rate,	they	accrued	
higher	operating	costs.	The	drop-off	mode	was	the	only	one	falling	in	Quadrant	C,	having	a	lower	cost	and	higher	
response	 rate.	 Postal-business	 had	 a	 lower	 response	 rate	 than	 the	 single-mailing	 (data	 fell	 in	 Quadrant	 D),	
therefore	it	was	not	considered	to	be	cost-effective.		
From	the	ICER,	the	base	case	scenario	shows	that	the	drop-off	mode	(Quadrant	C)	saved	£45.92	(US$72.55)	per	
















Interviewer-assisted	 approaches	 (street,	 door-to-door,	 telephone)	 obtained	 higher	 response	 rates	 than	 self-
completion	approaches,	similar	to	previous	reports.2,	8,	9Although	an	ideal	target	is	a	response	rate	of	60%,	7,	8	in	















population	 were	 obtained	 through	 self-completion	 approaches.	 Postal-	 business	 and	 drop-off	 modes	 are	










levels	 of	 use	 found	 in	 a	 Scottish	 postal	 survey	where	 15%	of	 respondents	 had	 used	 a	 pharmacy	 for	weight	
management	support,	3%	for	health	checks	and	11%	for	stopping	smoking	assistance.23	A	higher	proportion	of	






rates.	 Two	 studies	 have	 been	 identified	 which	 attempted	 to	 compare	 costs	 of	 survey	methods.	 These	 had	
contrasting	results	concerning	telephone	reminders	for	postal	surveys,	one	showing	these	were	a	cost-effective	
method	of	improving	response	rates12	and	one	the	converse.4	The	other	one	evaluated	response	rate	and	cost-






US$12.64)	per	completed	questionnaire,	which	was	higher	 than	drop-off	mode	but	 less	 than	postal	 surveys,	
again	 due	 to	 the	 poor	 response	 rates	 of	 the	 latter.	 Drop-off	 mode	 was	 thus	 the	 most	 cost-effective	 self-













include	 online	 distribution.	 Two	 of	 the	 self-completion	 approaches,	 double-mailing	 and	 postal-business,	
obtained	 low	 response	 rates,	however	we	obtained	 sufficient	overall	 responses	 from	 the	public	 to	enable	a	
comparison	between	interviewer-assisted	and	self-completion	approaches.	The	minimum	sample	size	of	1,063	














rate	 for	 a	 single	 mode	 is	 likely	 to	 be	 found	 using	 street	 surveys.	 Where	 cost-effectiveness	 is	 a	 major	
consideration,	the	drop-off	mode	can	save	costs	compared	to	other	postal	modes,	while		interviewer-assisted	
methods	were	less	cost-effective.	For	surveys	where	time	to	completion	is	the	most	significant	driver,	street,	
door-to-door,	or	telephone	distribution	appear	most	useful.	Social	desirability	bias	should	be	of	concern	when	
interviewer-assisted	methods	are	to	be	used. 
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